ambulance driver' and a 'registered nurse' (16). There are many studies comparing the various models of pre-hospital care from nurse versus physician (17) , physician versus paramedic (16, 18) the benefits of having HEMS physicians (19) or the benefit in having HEMS nurses who demonstrate a higher rate of success with intubation compared to paramedics. (20) Having considered the various alternatives in response type, and without trying to determine which one is best, we should decide firstly which model is required for our particular demographics and region, what are the common type of calls and what are the required competencies of those responding? Consideration should also be given to the proximity of the most appropriate facility, and not necessarily hospital, for the patient to be transferred to, if indeed they need transferred at all.
Internationally there are so many models of prehospital care but for example the efficient model of physician-led HEMS utilised in New South Wales, Australia linked to a major trauma centre (21) may not be the model for use in Ireland. Ireland currently has an aeromedical unit provided by the Irish Defence Forces which is clinically staffed by a National Ambulance Service Advanced Paramedic and a Defence Forces EMT. In addition Ireland also has access to four strategically situated Irish Coastguard search-and-rescue helicopters staffed by paramedics. Currently there are discussions regarding the introduction of physician-led HEMS in the south of the country. So in the small island of Ireland we will have six helicopters, from three organisations with three different models of deployment and staffing. This is great, but where's the evidence and what type of staffing is optimal, efficient, and effective?
Perhaps there are better ways to deploy physicians for pre-hospital care in the absence of developing extended skills for paramedics? For example, if paramedics are unable to replace urinary catheters for the patient with agonising pain at home or in the nursing home and the patient has to be taken out of the comfort of their residence to transfer them to an overcrowded ED, to wait and have the issue resolved, then this is an ideal task for the physician. The call could be appropriately triaged and passed to a physician to respond and perform the required procedure, thus removing the necessity of having to remove the patient at all. Many other examples of non-emergency low-acuity calls exist and physicians could be effectively utilised. Compare the evidence; let's see how many catheter changes are required compared to the many Rapid Sequence Inductions which are required, genuinely required, pre-hospital?
There is a role for physicians in pre-hospital care, there is no doubt about that. However the call triage or paramedic decision to call for physician assistance would appear more appropriate than sending physicians to calls where skilled EMTs, paramedics and advanced paramedics can manage the patient within their current scope of practice. In Ireland, paramedics can also call for aeromedical support which allows crews to handover to an advanced paramedic for immediate evacuation and effective advanced care.
As well as the various models of care there is a growing need to develop an international standard of paramedic and all of the associated grades. There are many examples of standards of education and of paramedic competencies (22) (23) (24) (25) (26) and guidelines (27) (28) (29) . The profession has made significant strides over the years but there are many different standards of practitioner with different skills and scope of practice. Perhaps soon, an EMT certified in one country will be automatically recognised internationally. Maybe when someone has a paramedic license from their national regulator it will mean something outside their own country and will be valued in other countries. Imagine one international set of pre-hospital practitioner standards which standardise the various roles, skills, and competencies and provide automatic recognition in every other country. Is this too much to imagine? Perhaps with agreements between national paramedic professional bodies or respective regulatory bodies, we can develop an international acceptable minimal standard for the many levels of pre-hospital care practitioner.
We might then decide the composition of the responding crew, the skills of the responders and practitioners and the inclusion of other professions all tasked to appropriate calls to match their skills and scope of practice with the ultimate focus on effective patient care.
